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Introduction
Neoadjuvant chemotherapy is an important component of combination treatment strategies for locally advanced breast cancer. Randomized trials have confirmed that neoadjuvant chemotherapy can achieve the same effects as adjuvant chemotherapy [1] , and that tumor response to chemotherapy can be predicted and the breast conservation rate in patients with early-stage breast cancer improved [2] [3] [4] . Axillary lymph node metastasis is an important factor in the American Joint Committee on Cancer (AJCC) staging of breast cancer, as well as an important reference indicator that guides the selection of postoperative adjuvant treatment for locally advanced breast cancer. However, due to the varying effects of neoadjuvant chemotherapy on axillary lymph node status in patients with locally advanced breast cancer, the number of axillary lymph nodes detected in postoperative patients who have received neoadjuvant chemotherapy is significantly lower than that in patients who did not receive neoadjuvant chemotherapy [5] [6] [7] [8] [9] . This often leads to underestimation of the true axillary lymph node status in these patients, and thus affects prognosis prediction and selection of surgery and adjuvant therapy. Therefore, more appropriate methods for assessment of the status of axillary lymph nodes are needed.
The axillary lymph node ratio (LNR) refers to the ratio of the number of positive axillary lymph nodes to the number of removed lymph nodes at axillary lymph node dissection, and is currently an active field of investigation. Multiple studies have found that LNR is an important prognostic factor in breast cancer patients who have not received neoadjuvant chemotherapy, and its prognostic value may be greater than that of current N staging [10] [11] [12] [13] . Investigations of Chinese women with breast cancer have reported similar results [14, 15] . However, very few studies have investigated the prognostic value of LNR in patients who received neoadjuvant chemotherapy. Therefore, this study was conducted to evaluate the prognostic values of LNR and ypN surgical staging in stage II/III breast cancer patients who underwent mastectomy after neoadjuvant chemotherapy.
Materials and Methods

Patients
This study was performed in accordance with the Declaration of Helsinki and approved by the ethics committee of Sun Yat-Sen University Cancer Center. Written consent was given by the patients for their information to be stored in the hospital database and used for research. Clinical and pathological data describing breast cancer patients who were treated at Sun Yat-Sen University Cancer Center from January 1998 to December 2007 were retrospectively analyzed. Inclusion criteria were (1) female with unilateral breast cancer; (2) clinical stage II/III without distant metastasis at initial diagnosis; (3) received neoadjuvant chemotherapy before surgery; (4) underwent mastectomy and axillary lymph node dissection after neoadjuvant chemotherapy; (5) complete surgical resection of the tumor and negative surgical margins; (6) estrogen receptor (ER), progesterone receptor (PR), human epithelial growth factor receptor family 2 (HER2) status were evaluated; (7) no sign of malignant tumor in other organs at diagnosis.
Clinicopathologic factors and lymph node status
Clinical, pathological, and immunohistochemical factors including age, menopausal status, initial clinical stage, ypT stage, ypN stage, ER, PR, HER2 status and molecular subtype were used to assess the risk of recurrence and death. ypT and ypN stage were based on the criteria in the 2009 7th edition of the AJCC staging manual for breast cancer. LNR was as defined as in the study by Vinh-Hung et al. [10] , and patients were divided into four groups: LNR=0, 0.01-0.20, 0.21-0.65, and > 0.65. More than 1% of the immunostained malignant cells were ER and PR positive. HER2 positivity was indicated by a 3+ or 2+ score upon immunohistochemical evaluation and confirmed using a fluorescence in situ hybridization test for HER2. We could not exactly define breast cancer intrinsic subtypes with immunohistochemistry in all tumors [16] since the exact value of Ki-67 was not available. Therefore, we classified breast cancer intrinsic subtypes as follows: (1) luminal A (ER+ and/or PR+, HER2-); (2) luminal B (ER+ and/or PR+, HER2+); HER2 enriched (ER!, PR-and HER2+); and (3) triple negative (ER!, PR-and HER2-) [17] .
Follow-up and survival endpoints
After initial diagnosis, patients were followed up once every 3-6 months. The endpoints of the study were locoregional recurrence-free survival (LRFS), distant metastasis-free survival (DMFS), disease-free survival (DFS), and overall survival (OS). Locoregional recurrence was defined as a pathologically proven recurrence in the ipsilateral chest wall, supraclavicular and infraclavicular areas, axilla, and internal mammary region. Distant metastasis was defined as recurrence at any site other than those defined as locoregional recurrence, which was confirmed by imaging studies and pathological examination of a tissue specimen when necessary. OS was defined as breast cancer and non-breast cancer related deaths. 
Statistical analysis
The Kaplan-Meier method was used to calculate survival rate and plot the survival curve, and differences were examined using the log-rank test. A Cox regression model was performed using the stepwise method, and significant variables in univariate analysis (p < 0.05) were entered into a multivariate Cox regression model. SPSS ver. 16.0 (SPSS Inc., Chicago, IL) was used for all analyses, and a value of p < 0.05 was considered to indicate statistical significance.
Results
General information
A total of 277 patients were included in this study. Table 1 .
Treatment and response
Overall, 259 patients (93.5%) received neoadjuvant chemotherapy with an anthracycline or taxane regimen, while 18 (6.5%) received a cyclophosphamide, methotrexate, and 5-fluorouracil regimen. The median number of chemotherapy courses was three (range, 2 to 8). After neoadjuvant chemotherapy, 35 patients (12.6%) achieved a pathologic complete response of breast tumor and axillary lymph nodes.
All patients underwent mastectomy and axillary lymph 
Survival and disease progression
The median follow-up duration was 49.5 months (range, 6 to 144 months), during which time 53 patients (19.1%) experienced locoregional recurrence, 134 (48.4%) experienced distant metastases, and 105 (37.9%) died of breast cancer. In addition, two patients died of cardiovascular disease. The overall 5-year and 10-year LRFS were 78.4% and 70.9%, the 5-year and 10-year DMFS were 51.7% and 38.9%, the 5-year and 10-year DFS were 50.0% and 37.0%, and the 5-year and 10-year OS were 62.0% and 51.7%, respectively.
Univariate and multivariate analyses
The results of univariate analysis of clinicopathologic factors and prognostic factors are shown in Table 1 . Both ypN stage and LNR were significant prognostic factors of LRFS, DMFS, DFS, and OS. The Kaplan-Meier survival curves of ypN and LNR are shown in Fig. 1 . Statistically significant variables in the univariate survival analysis were entered into the multivariate Cox proportional hazards model ( Table 2 ). The LNR and ypN were input into the model simultaneously as covariates. The results showed that LNR remained a significant independent prognostic factor of LRFS, DMFS, DFS, and OS (p < 0.05), while ypN was no longer a significant prognostic factor (p > 0.05).
Discussion
Retrospective analysis of 277 Chinese female patients who underwent total mastectomy after neoadjuvant therapy revealed that higher LNR was associated with a poorer prognosis.
Previous investigations of the prognostic value of LNR in breast cancer have focused on patients who did not receive neoadjuvant chemotherapy, while few studies of patients who received neoadjuvant chemotherapy have been conducted. Indeed, there have been only two comprehensive studies of the prognostic value of LNR in breast cancer patients who received neoadjuvant chemotherapy to date. Keam et al. [5] analyzed 205 patients who received docetaxel and doxorubicin-based neoadjuvant chemotherapy and found a LNR > 0.25 to be an independent prognostic factor of relapse-free survival and OS, which was superior to that of the ypN stage. Saxena et al. [18] studied 314 breast cancer patients who received neoadjuvant chemotherapy using the same LNR grouping method employed in our study and found that LNR was an independent prognostic factor of survival, and its prognostic value was poorer than that of ypN stage. Our results showed that the prognostic value of LNR was significantly better than that of ypN stage. Although findings regarding whether the prognostic value of LNR is superior to that of ypN stage differed, all study findings suggest that LNR is an important prognostic factor. In the current AJCC staging system for breast cancer, the pN stage is based on the number of positive axillary lymph nodes. However, it has been reported that, when compared with breast cancer patients who did not receive neoadjuvant chemotherapy, more patients who received neoadjuvant chemotherapy had less than 10 axillary lymph nodes removed at dissection [8, 9] . Therefore, it is believed that neoadjuvant chemotherapy may affect the actual lymph node status, and is not conducive to estimation of prognosis and guidance of subsequent adjuvant therapy.
Although the value of axillary lymph node status prior to neoadjuvant chemotherapy for estimating prognosis and guiding subsequent adjuvant therapy remains controversial in breast cancer patients [19] , our results indicate that LNR can reflect axillary lymph node status in post-neoadjuvant chemotherapy breast cancer patients more accurately than pN stage. Veronesi et al. [20] suggested that pN stage be accompanied by the LNR to accurately reflect lymph node status, and that clinicians should have a more intuitive understanding of the LNR. Moreover, the use of the LNR may allow the effects of variation in lymph node dissection level among surgeons to be reduced [21] .
Different studies have adopted various LNR cutoff points for grouping [10, [21] [22] [23] . Vinh-Hung et al. [10] reported that the cutoff points of 0.20 and 0.65 have better prognostic value than pN stage in breast cancer patients who did not receive neoadjuvant chemotherapy. The present study also revealed that the prognostic value of these LNR cutoff values for grouping was better than that of yN stage. The International Nodal Ratio Working Group is investigating the prognostic value of LNR in breast cancer [23, 24] . Hopefully, their work can confirm the prognostic value of LNR in breast cancer and provide a consensus regarding the optimal LNR cutoff values.
It should be noted that this study had a number of limitations. First, it was a single-center retrospective study; however, the results confirm the growing body of literature that supports the prognostic value of LNR in breast cancer. Second, patients with HER2 positivity exceeded 40% in present study due to selection bias, and the results of this study suggest that HER2 significantly affected the prognosis of patients, but patients in this study did not undergo trastuzumab therapy and it is unclear whether targeted therapy would change these findings. Finally, LNR was evaluated after a median of three cycles of chemotherapy in the present study, and most patients received adjuvant chemotherapy. It is uncertain whether LNR after three cycles of chemotherapy or more is useful.
Conclusion
In conclusion, our findings demonstrated that integrated use of the LNR and ypN in stage II/III breast cancer patients improved predicted prognosis and may facilitate selection of adjuvant therapy.
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